Background: In Uganda, referral of sick children seeking care at public health facilities is poor and widely reported. However, studies focusing on the private health sector are scanty. The main objective of this study was to assess referral practices for sick children seeking care at private health facilities in order to explore ways of improving treatment and referral of sick children in this sector.
Background
Although Uganda achieved the Millennium Development Goal target on child health (MDG4), there is continued effort to improve childhood morbidity and mortality [1] . It has been shown that delayed treatment-seeking, inappropriate treatment and poor referral to higher levels of care of sick children that seek care from health facilities are amongst some of the contributory factors [2, 3] . Studies in Uganda and elsewhere have found out that referral of sick children to higher levels of care is poor [3] [4] [5] [6] . A another study in Uganda found that of the 70% of patients who sought treatment at private clinics within 1 week of onset of symptoms only 7% were properly managed (treated according to national guidelines), [3] . Several studies have estimated referral of children to be as low as 8% [6, 7] .
In general, studies have found that referral of sick children to higher levels of care is poor, irrespective of whether a child is initially referred by a community health worker, a drug shop vendor or a government health facility [7, 8] .
Several factors have been attributed to the poor referral of sick children like long distances to health facilities, high costs involved in referral, poor attitudes of health workers, lack of drugs at health facilities and lack of involvement of fathers in the referral process [9] . Referral is both complex and context-specific, with decision making about whether to make or take up a referral unfolding in different contexts (pharmacies; private clinics and shops; public clinics; and within households [10] [11] [12] . The decision by a health provider to refer patients to a higher level of services is contingent on clinical judgment, prior referral experience, perceived priorities, abilities of patients, caregivers 'perceived implications for future patients and relationships with those referred.
Decisions to refer and take up referral are driven by different social actors (healthcare providers, household members and individual caregiver/patients); and are made in reference to confidence in diagnosis and desire to get better efficacy, cost, distance to the referral clinic, time and transport and perceptions about quality of care and availability of drugs at the receiving clinic [3, 13] . Recognizing the household as a major decision making forum regarding referral has brought into focus the importance of understanding household negotiations and influence of gender relations on the ability of patients/ caregivers to secure resources and/or consent to take up a referral, cost being a major issue [6, 7, 14] .
Studies of treatment-seeking behaviour in sub-Saharan Africa show that 50% of those with febrile illness access care through retailers, and that 60% of patients with febrile illness receive medicine from the private sector [15] [16] [17] [18] . In Uganda, the private sector provides approximately 50% of health services and this comprises of the private-not-for profit health facilities and purely private for profit facilities. The government has a public-private policy that supports the private sector through providing policy guidelines, support supervision and close collaboration in delivering some public health interventions like immunization, distribution of insecticide treated nets and family planning services [19] .
Studies on referral in the private health sector in Uganda are scanty; thus a study was conducted with the main objective of assessing current referral practices among private providers for malaria, pneumonia, diarrhoea in order to inform the design of an intervention to improve referral of sick children.
Methods

Study setting
The study was conducted in Mukono, central Uganda. The total population of the district is 565,700 with an annual growth rate of 2.3% and consists of predominantly the Baganda ethnic group [20] . Most of the population, 88%, lives in the rural areas. Mukono district has a total of 6 hospitals, 4 health centres IV, 23 health centre III and 54 health centres II. A health centre II is the lowest level of health facility; it services a population of approximately 5000 and provides out-patient services. A health centre III services a population of approximately 50,000, has in-patient, maternity and laboratory services; while a health centre IV has an operating theatre and serves a population of about 100,000 people. A hospital has all the above services and serves a population of approximately 500,000 people. The private health sector in Mukono district comprises of private hospitals, private clinics, pharmacies and drug shops located mainly in urban areas and other built up trading centres. Hospitals, clinics and pharmacies are registered by professional councils while drug shops are registered by the national drug authority.
In the central region where Mukono district is located, 42.4% of children aged less than 5 years had fever, 9.4% had symptoms of acute respiratory tract infections, and 22.3% had diarrhoea in a previous household survey [2] . The district was selected based on previous studies that indicate that it has a good mix of both private and public facilities and has a high prevalence of childhood illnesses [11, 21, 22] . Thus, the study focuses on malaria, pneumonia and diarrhoea since these are the common childhood illnesses that may need referral.
Study design
A survey was conducted from August to October 2014 in Mukono district, central Uganda. A list of all parishes (n = 84) in Mukono district was obtained from Uganda Bureau of Statistics. A parish is a geographically demarcated area with a population of approximately 5000 people. Study parishes were selected based on the following criteria: (i) contained a health centre II, the lowest public health facility where early treatment is sought; (ii) contained more than 200 households to ensure a sufficient number of patients visiting the facilities; and (iii) contained at least one registered drug shop, pharmacy or private clinic. The register of health facilities was used for selecting health facilities. Any private facility that was not in the district register was excluded. Clinics and drug shops were identified by their status of the registration and the minimum required facilities for each.
In total, 57 parishes that fulfilled that above criteria were selected; and a total of 241 private health facilities were surveyed ( Table 2 shows the distribution of these facilities). Drugs shops represented 170/304 (55.9%) of the registered drug shops, private clinics, 59/69 (85.5%) and pharmacies, 12/25 (48%). Data was collected using a structured questionnaire targeting one provider who was found on duty in each selected private health facility and consented to the study (241 providers were interviewed).
Participants
One staff in each private facility (drug shops, private clinics and pharmacies) who consented to the study was interviewed, using a semi-structured questionnaire to collect data on staff characteristics, including facility registration status, professional qualification of staff, previous training received, type of drugs stocked, availability of equipment/supplies/guidelines (by observation), knowledge of signs/symptoms and first-line treatment for uncomplicated malaria (was assessed using structured questions). These were supplemented by six focus group discussions (FGDs) and seven key informant interviews (KIIs).
Key informant interviews (KIIs) targeted community leaders serving on village local councils and members of village health teams (VHT) as well as health workers in private facilities and public health facilities on duty at the time the study was conducted. Two of the key informants were health workers in a government referral facility, two were health workers at private clinics who were found attending to patients at the time of the interview, two were members of village health teams and one was a member of the local council.
Focus Group Discussions targeted women and men who were taking care of children below five years in their homes. There were three FGDs for women which were held in three different villages. Two of the FGDs had six members each while the third had five members. There were three FGDs for men who were also from different villages. Two of the FGDs had six members each while the third had seven participants. The villages where male participants came from were different from those where female participants came from. Members of the FGDs were mobilized by the local council members in that village or the members of the village health team. The village health team works at village level to support health interventions in collaboration with the local council members. FGDs and KIs were conducted face-to-face through discussions in a convenient private place to ensure confidentiality and freedom of expression. The KIIs and FGDs guides focused on barriers to referral for sick children at both the community level and the health facility levels.
Referral was defined as sick children who were identified by a provider as ill and having one or more danger signs, and instructed to seek care from a higher level facility (usually health centre II, III, IV or hospital). This was measured by asking providers whether they had referred a sick child to weeks prior to the survey.
Sample size calculations
Sample size was based on an estimated 40% of private health facilities that treat refer sick children. In order to estimate the proportion of referrals with a ±10% absolute precision, at a power of 80 and 5% level of significance (two-sided), and allowing for 10% non-participation, a minimum of 236 facilities were required.
Data collection
Data were collected by six social scientists, well-versed with the local language Luganda, and English. Interviewers underwent refresher training for 5 days on qualitative research techniques, and study procedures. The questionnaires were pretested in the neighbouring district of Wakiso to assess the appropriateness of the questions. Revisions were done and the final questionnaires printed. Study team supervisors monitored and supervised data collection. Questionnaires with private sector health providers were administered in English, while KIIs were conducted in English for the health workers but in Luganda for the local council and VHT members. FGDs were conducted in Luganda and held separately for men and women. FGDs were tape-recorded after permission from participants had been sought and notes taken as well. Each FGD took between 30 and 50 min and ended when saturation was reached. Transcription was done immediately after conducting the interview or discussion. The interviews and FGDs were back-translated to English and ensuring that the original meaning from the respondents and participants was retained. 
Data analyses
Data was entered and cleaned using Microsoft Access 2007 (Microsoft Inc., Redmond, Washington) and analysed using STATA version 11.0 (STATA Corporation, College Station, Texas). Univariate analyses were performed to get proportions on key variables; and bivariate analyses were used to assess factors associated with referral sick children.
Variables with a p value <0.05 were included in a logistic regression model to assess factors associated with referral of children while controlling for confounding for location of facility (urban/rural), type and level of facility. Qualitative data was analysed using manifest content analysis [23] . Two research assistants analysed the data. Meaning units were picked and merged into codes. These codes were merged into themes. The analysis was iterative and at each stage, the investigators would meet, compare and agree on common themes. Sometimes, new issues would emerge and the text would be reviewed. The process of analysis is demonstrated in Table 1 .
Results
Characteristic of private health facilities
A total of 241 private health care facilities were surveyed. The response rate was 98%; and the reason for non-response was absence of the provider in the selected health facility. The majority, 70.5% were drug shops; 24.5% were private clinics and 5.0% were pharmacies. Most of the facilities were busiest in the morning and evenings. Although 84.8% of private clinics had patient registers, only 36(21.2%) drug shops had patient registers. Most were selling anti-malarial drugs, amoxicillin, Zinc and ORS ( Table 2) .
Referral of sick children
Overall, 104/241 (43.2%) of the private health facilities reported that they had referred sick children to higher levels of care in the two weeks prior to the survey. Registered drug shops reported that they had referred 77/170 (45.3%) sick children and private clinics, 24/59 (40.7%). The facilities which referred sick children mainly referred them to health centres and hospitals. On average, private facilities see 5 sick children with fever per week, approximately 7 with cough and 3 with diarrhoea. Less than three children with severe illness are seen at the facilities per week ( Table 3 ).
Factors that influence referral of sick children to a referral health facility were assessed. If the health worker was a registered nurse/midwife (OR 8.4); ever attended training workshops on management of malaria (OR 1.9); and the number of children with diarrhoea (OR 0.8) were factors that influenced whether a sick child was referred or not (Table 4) .
Characteristics of referral facilities
Of the referral facilities 55.8% were HCII followed by HCIII (30.8%) and a few were HCIV and hospitals. At referral facilities 64.2% of staff were trained in malaria, but <30% had training in pneumonia and diarrhoea case management, despite this, the majority had malaria treatment and IMCI guidelines (Table 5 ).
Barriers to referral of sick children at health facilities High costs of services and drug stock outs at referral facilities A reason for people not taking up referral was the risk of high costs at referral facilities for drugs and utilities. Lack of equipment and drugs at the referral facilities was also a problem. 
Low expectations of treatment at referral facilities
It was widely mentioned that the service at referral facilities was poor, there were long waiting hours, and drugs were often out of stock. The motivation and commitment of health workers was also repeatedly questioned. Participants indicated that receiving treatment at the referral facilities could depend on ability to pay the health workers, whilst the possibility that a government-employed health worker may also ran a drug shop or private clinic further undermined confidence in their integrity and motivation to provide care.
"Then after being referred we may go so early to the health facility but they delay to give us treatment so this needs to be improved. You may get there at 7:00 a.m. but get treatment at 1:00 p.m. and in case the patient is very sick he or she may die so they need to take better care of us and reduce waiting time to at least 1 h. And at 1:00 p.m. this person is told to go and buy drugs so there is no help in the health facility" (FGD2 male) "The government facilities have drugs but there is a lot of corruption in these government facilities, if you go to the government facility when you have money they will give you the drugs but if you are not paying they will only prescribe for you to go and buy" (FGD2 women)
Private providers and the village leaders indicated that people refuse to take up referrals because of not expecting drugs at the referral facilities but also the long waiting time they have to spend there before they get treatment. However, one of the respondents from the referral facility indicated that the long lines should not hinder people from seeking care from the government facilities.
"Those who fail to take up the referrals do so because they have to look for money for transport, then oth-
"There is a myth with people saying, 'I will not go to the health centre because of the long lines and there is no care from the health workers, there are stockouts and I will need to buy drugs any way' . So they stay home and don't think that their children need better medication so they need to be sensitized that we health workers are there to serve them and since they are many, drugs may go out of stock but we are doing a great job so they should come for medication" (KII government referral facility)
The capacity of some (lower level) health facilities was not much better than that of the private clinics hence were not used as referral facilities.
"When I go to the clinic and am told that the patient needs a referral I make sure that I go where I have been told to go but the challenge is that from the clinic [health centre level II] cannot handle the situation so you have to go to a mission hospital and if you have no money you just go back home" (FGD1 male)
Long distances to referral facilities
One of the issues raised by FGD participants was that the health facilities were far away and the people needed transport, not often available and health workers not being at the facility on night duty also needed transport to go to the clinic.
"The major constraint to take referral at Kiyagi is lack of transport, then when you get there at night it is 11:00 p.m. the patient is so weak and you have to call the health worker who stays in Nakifuma, and she says I need transport" (FGD1 male).
"One time some people from Nakiduduma brought a child in the morning and after examining the child, she was anaemic so I told them that the child was anaemic and I advised them to take the child to a hospital either Kayunga, Nagalama or Nakifuma. They started complaining that they had no money but they got someone to lend them some money for transport but couldn't afford using a special hire so they had to wait for the taxi to get full with passengers but while at the hospital as they were still in the queue the baby died. So at around 11:00 they told me that the child had died. This implies that they took so long on the way because the taxis need money so cannot move before getting the right number of people they need, so the child died" (KII private clinic)
Barriers to referral seen from the caregiver's perspective
One of the perceived barriers to referral was the suspicion by caregivers that private providers were focused on making profit. The participants in all FGDs characterized health workers in private health facilities as having love for money that could prevent them from referring children either by refusing to refer and continue to profit by selling medicines to the client or by refusing to refer them until bills they may have accumulated at the facility were paid.
"Ok sometimes you may take your child to a clinic, they first give some treatment and after seeing no improvement, they refer to either Mulago or Nagalama yet you have to first clear her bill, so you will have no money and eventually fail to take your child to where you have been referred. Yet you cannot leave without paying her" (FGD3 women)
Lack of confidence in private providers
The attitude of caretakers with respect to the competence of private providers was identified as a barrier to the uptake of referral. On being referred, some caretakers often thought that the reason that health workers referred their children was that they were not qualified to handle the illness. Instead they would go to another nearby clinic. This is highlighted in one of the FGD with women below:
"For me when I go to a clinic with a small complication and a health worker refers me, I regard that person as someone who is not trained, some people try life in different ways, someone will work in a clinic when he/she is not a health worker" (FGD2 women).
The private providers were aware of the above attitudes by caregivers. Private providers said that some caretakers do not mention that they have been to another facility.
"So when I refuse to give any medication he goes to another clinic where the health worker may treat as he wishes or the caretaker may hide the child then tells the other health worker anything so that he gets some medication so he may be given drugs for Uganda shillings 500 and at times the child dies" (KII private clinic).
Awareness by the provider that making a referral might expose a lack of competence, and ultimately undermine their reputation, was also given as a factor hindering referral of children.
"They don't give referral letters because of lack of confidence to state the diagnosis, whether the treatment given is the correct one. So she will imagine that making a referral letter puts her in problems so she will verbally tell you go to a hospital" (FGD3 male)
Barriers to referral at a household level Home treatment as a barrier to taking up referral Home treatment was perceived as another barrier to taking up referral advice as highlighted in following quotes:
"So when my child falls sick and I am referred, I will treat the baby myself, I will buy some Panadol and chloroquine and give the child, and by chance the child may recover, if the chance is bad the child will die" (FGD2 women)
"Some of us parents may be reluctant and say "aah the child will be fine" so they give herbs" (FGD1 male)
Negligence by caretakers
Negligence on the part of the caretakers was highlighted as one of the reasons why they do not take up referral. This was mentioned in both female and male FGDs.
"May be about the other issue, there are some parents who are taking care of orphans whose parents died of HIV/AIDS, but if such a child falls sick they first take him/her to a clinic like the one in Kisowera that we've told you about, so in case of a referral, they will just say that ''eeeh am not the one who told your parents to die of HIV/AIDS'' , so they will ignore the baby" (FGD 3 women)
Lack of awareness on the importance of referral
Lack of awareness on the importance of referral was highlighted as a reason why people do not take up referral.
"People are not aware; we still need some sensitization for people to know the dangers of not taking up referral. Sometimes the sensitizations are there but people don't always go to the gathering whenever they are called upon" (KII Local Council member)
Participants indicated that another reason why people do not take up referral advice is fear of blood tests.
"We have noticed that people decline to take up referral because they fear blood tests. So some parents fear that they will be tested for HIV (FGD3 male).
Loss of hope by caretakers
In contrast, some caretakers lose hope when confronted with referral. They perceive the child to be suffering from a very serious illness and that chance of survival is very low and therefore they lose hope.
"There are parents who think the child is going to die so they decide to ignore the referral" (FGD3 women)
"Most people will think that since the nurse has given me a referred form, it could be that it's a complicated disease, the caretaker begins panicking" (FGD3 male)
Decision making at a household level
Female caregivers said that sometimes they disagree with their husbands on whether to take up the referral or not such discussions delays action. Sometimes these disagreements were due to a personal attachment to a particular health worker at the clinic and a preference that this health worker be the one to treat the child.
"You may go there and they give you some drugs and the child may fail to improve and the husband may insist that you treat the child from that particular clinic; and the woman will say we must go to a big facility, and you will struggle with the husband…. so sometimes it is the husbands who influence their wives not to honour these referrals and by the time you come to an agreement the condition of the child will have worsened" (FGD1 women)
"Sometimes a man may have money but the moment this man has a friend who is a health worker in one of the clinics around he will always want that health worker to be the one to treat his children however bad the condition is" (FGD1 women)
In FGDs it was highlighted that men can shun their responsibilities of looking after children. This can make it difficult for women to take up referral without the support of the men. 
Discussion
The results show that referral of sick children from private facilities had many constraints. The factors that influenced referral of a sick child were the level of qualification of the health worker, the availability of IMCI guidelines and the number of sick children seen at the facility. The qualitative data also shows that one of the reasons for the poorly functioning referral chain is that people have no trust in the government services. Also, they stated that they have to pay informal fees there, without knowing if they will actually get the treatment desired by them (such as drugs). Data further shows that the staff in the public facilities are interested in their own private practices and therefore do not perform up to standard in their public role. These are some of the reasons why the referral system is performing poorly.
Other barriers perceived to affect referral of sick children include inadequate finances at a household level, caretakers not appreciating the importance of referral, gender issues and decision making, the perception by private providers that referral leads to loss of prestige and profit; poor quality of care at referral facilities (drug stock-outs, negative attitudes of health workers, lack of adequate equipment and supplies); long distances to referral facilities.
The above findings are consistent with previous research on referral practices in Uganda and elsewhere. For example, previous studies have shown that several factors influenced poor referral practices and uptake of referral, including long distances to health facilities, high costs involved, poor attitudes of health workers, lack of drugs at health facilities and lack of involvement of fathers in the referral process [3, 7, 11, 17, 18, [20] [21] [22] .
In a recent study in drug shops in Uganda, it was shown that referral of patients was inappropriate and the main constraints were lack of acceptability of the referral form written in the local language by the health workers at referral facilities; and mistrust between drug shops and health workers led to poor acceptability of referral [17, 18] .
The present results show that the qualification of providers at registered health facilities and training in malaria management were important in referring children at these facilities. The implication of these findings is that the national drug authority and the allied health professional council could use this evidence to review the minimum qualification of a registered nurse/midwife to register a drug shop and a private clinic. The Ministry of Health with support of the Global Fund and other multilateral partners could also use this evidence to discuss ways of training of private providers in management of common childhood illnesses.
Interventions to improve referral are needed to address constraints at community level to address factors like inadequate finances and how to design saving schemes at a community level; creating awareness for caretakers to appreciate the importance of referral; involving men and the "significant others" at a family level to improve gender-related negotiations and decision-making related to health-seeking (Table 6) .
One important finding is the poor quality of care at referral facilities namely drug stock-outs, negative attitudes of health workers, lack of adequate equipment and supplies. To improve quality of care these issues need to be addressed in a sustainable manner. One innovative intervention to address this would be to engage the public in discussions that would enable health workers to understand the issues that discourage patients from seeking care at referral facilities. Engagements involving the community users, the local leaders and health workers could probably change the attitude of health workers. This is recommended this for further research.
The limitations of this study are that it was not possible to estimate the accuracy of referrals from private facilities due to poor record keeping as previously noted [22] . Similarly, private providers were asked questions whether they referred a sick child in the last 2 weeks but we were not able to investigate whether the referral advice was followed or not. This however required a household survey that was beyond the scope of this study and it is recommended for further research. It was also not possible to observe referral practices at these facilities and thus the results are limited to self-report from private providers.
Nonetheless, the survey (supplemented by qualitative findings) covered a large number of private health facilities in Mukono district that has many similarities to most districts in the country in terms of private-public health facility mix and a similar pattern of childhood diseases. Thus, these results could be generalized to most parts of Uganda.
The immediate policy implications of these findings is the Ministry of Health to consider disseminating IMCI guidelines to the provide providers; and provide support supervision to ensure their proper use. There is also need to discuss these results with district leaders, the national drug authority and the professional councils that regulate private practice in Uganda and identify solutions to the constraints and barriers to effective treatment and referral of sick children.
Following this study, an intervention was designed, a cluster randomized study (NCT02450630; registered with ClinicalTrials.gov; on 20th May 2015); currently under implementation to assess the effect of strengthening treatment and referral of sick children from the private health sector in Uganda. The key elements of the intervention are: community awareness on referral, training private providers to use RDTs and ICCM algorithms to treat and refer sick children; regular meetings between the private and public sector and proper documentation of referral practices. It is hoped that the evaluation of this intervention will provide useful lessons to improve referral of sick children from the private sector.
In conclusion, the results show that referral of sick children at private health facilities faces many challenges. Thus interventions to increase referral of sick children are urgently needed.
Table 6 .
What is already known about this subject? In Uganda studies have shown that referral of sick children seen in public health facilities to higher levels of care is poor and faces several constraints.
Studies focusing on the private health sector are scanty
What does this study add? Data presented in this study shows that referral of sick children at private health facilities faces many constraints ranging from caregivers not appreciating the importance of referral, gender-related decision making and negotiations at household level, poor quality of care at referral facilities and inadequate finances at household level How might this impact on clinical practice? Addressing the identified referral constraints will reduce morbidity and mortality among children seen in the private health sector in Uganda
